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Initial Comments

Report of Complaint Survey by Dennis Harrell on
12-18-2014 and 12-30-2014.

The complaint was a report of a fire and
allegations that the staff is not properly trained on
procedures to follow during a fire.

Records indicate that this facility was first
submitted or licensed in 6-1-1974, for a capacity
of 34 Beds. Based on this information, the facility
was surveyed using the 1971 Minimum and
Desired Standards and Regulations for Homes
for the Aged and Infirm, the 1967 North Carolina
State Building Code Section 407 - Group D
Institutional and the applicable portions of the
2005 Rules for Adult Care Homes of Seven or
More Beds.

The Complaint was unsubstantiated.

Housekeeping-Maintained Free of Hazards

SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0306 HOUSEKEEPING AND
FURNISHINGS

(a) Adult care homes shall:

(5) be maintained in an uncluttered, clean and
orderly manner, free of all obstructions and
hazards;

(e) This Rule shall apply to new and existing
facilities.

This Rule is not met as evidenced by:

Based on observation, the bedroom where the
fire occured was not unsuitable for habitation.
Findings include:

a. The window to the exterior was damaged and
had been partially removed.

b. There was scorching and heavy smoke
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damage in the room.

c. The ceiling radiation dampers in the supply
and return ducts had activated and closed.

This room must not be used as a bedroom until
the window is replaced, the damage repaired and
the raditaion dampers are reset using
manufacturer's approved fuse links.
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